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boiled" tactics which they used indicated a total lack of comprehension of the
problems of maladjusted soldiers. Almost invariably the line officer with com-
bat experience was far more understanding than the infantry and service officers
in the rear echelon. In fact, there were instances when the combat officer was far
more open and receptive to psychiatric indoctrination than some medical offi-
cers.16 However, where there was a total of only 47,000 medical officers to
"educate," there were 872,000 other officers whose orientation to the problem
was proportionately a larger and more difficult task. Most psychiatrists had to
battle constantly against many odds in order to be given a fair hearing by line
and medical officers.
Prejudices within Army medicine. The uninformed person expects psy-
chiatric patients to be wild and dangerous, even homicidal. This naive attitude
is held by otherwise intelligent people. This is more evidence of the extent of
the misconception that psychiatry is concerned only with severe psychotic reac-
tions. It was perhaps in part because of this fact that the psychiatric sections of
Army hospitals were usually placed on the distal end of the farthest ramp to
the rear. The original plans called for these wards to be surrounded by high
wire fence, in which, occasionally, barbwire was used. It was the exceptional
visitor, or even inspector, who reached that far corner of the hospital.
As the psychiatrist was usually subordinate to the chief of the medical
service, he first had to seek the approval of this nonpsychiatrist in order to make
any change in his policy or practice. The chief of the medical service might be
entirely uninformed or even antagonistic to psychiatry. In many of our large
hospitals the broad discipline of psychiatry, with its social as well as clinical
implications, was unwisely retained as a section under the chief of medicine.
Probably such a procedure was warranted in a small hospital which had few pa-
tients, but it was not desirable in the larger hospitals.17
16 Soon after reporting to the Office of the Surgeon General, I sought some advice from one of
the regular Army medical officers in a position of much authority. He was cordial, though a
little condescending. Before learning of my mission, he told me his ideas of psychiatry and how
well he had handled psychiatric problems when he was a company commander. With an apparent
sense of pride he described how he used an illiterate sergeant, who was a former boxing cham-
pion, to help him. He explained that he had posted prominently on all company bulletin boards
a notice that under no circumstances was a noncommissioned officer ever to touch a private
soldier. On one occasion a complaintive "neurotic" soldier came in to object to remaining on
the latrine detail. As the commanding officer, he called for the sergeant to "give the soldier
some help." Shortly the soldier returned with a blackened eye and started to report that the
sergeant had beaten him. The officer stopped him, pointing to the sign on the bulletin board,
and insisted that the sergeant certainly would not be disobeying his order. He equally proudly
continued to explain how he had made the soldier "admit" that perhaps he had run into a
door. This story was to prove how well HE could manage the psychiatric problems! Fortunately
he was illustrative of only a small group,
17 Not until February, 1945, did the official War Department Technical Manual TM 8-262
specifically authorize that neuropsychiatry should be a service in named general hospitals. Even
then, the resistance to change was so strong that it was not until December, 1946, that all hos-
pitals conformed to this.